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Available online 3 May 2016Background: Internet-based cognitive behavioral therapy (ICBT) has proven to be an effective treatment in im-
proving patients' ability to cope with tinnitus. However, some patients prefer face-to-face therapy to ICBT, and
a few studies have shown considerable dropout rates if the treatment is not guided. This renders it important
to identify factors that contribute to the commencement and continuation of ICBT programs.
Aims: Because treatment motivation and expectations are important factors in psychological treatment, the aim
of our studywas to investigatewhat leads tinnitus patients to seek out ICBT,what helps them to keep upwith the
treatment, and what (if any) impact these factors have on dropout rates and treatment outcomes.
Method: 112 tinnitus patients taking part in ICBT for tinnitus responded to symptom-related questionnaires at
three points in time (pre-treatment, post-treatment, and one-year-follow-up) and to a questionnaire consisting
of open-ended questions about their treatment motivation and expectations before beginning treatment. Data
were analyzed using qualitative content analysis, and the resultswere used to divide the participants into groups.
The treatment outcomes of these groupswere compared using t-tests,χ2-tests, and both one-factorial andmixed
ANOVAs.
Results: Fourmain categories emerged as factors conducive to starting treatment: 1) Targets participantswanted
to address, 2) circumstances that led to participation, 3) attitudes towards the treatment, and 4) training features.
Participants identiﬁed six facilitators for continuing the treatment: success, training, individual attitude, hope, ev-
idence, and support. Naming speciﬁc tinnitus-associated problems as targets was associated with greater im-
provement from pre-treatment to 1-year-follow-up. Describing an active involvement in the treatment was
related to increased improvement from post-treatment to follow-up.
Conclusion: There are several motivational factors that tinnitus patients consider relevant for beginning and con-
tinuing ICBT. Particularly, focusing on speciﬁc targets that do not involve the tinnitus itself, and encouraging par-
ticipants to take an active role in treatment may increase treatment effectiveness. However, further hypothesis-
guided research is necessary to conﬁrm our explorative results.
© 2016 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Keywords:
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Expectations1. Introduction
Tinnitus is the perception of noises in the ears or head without any
evident external sound stimulation (Baguley et al., 2013a). The preva-
lence of tinnitus in the general population is 10–15%, but only aboutrg, Department of Psychology,
bergstrasse 18, 35032 Marburg,
. This is an open access article under1–2% experience signiﬁcant impairment by this condition (Axelsson
and Ringdahl, 1989; Baguley et al., 2013b). This suggests that themajor-
ity of people with tinnitus are able to deal with it in a way that does not
greatly affect their quality of life. However, for those with severe tinni-
tus, perceiving the noise is often associated with increased levels of
overall strain, difﬁculties in concentration, feelings of helplessness,
and sleep problems (Henry et al., 2005). In addition, severe tinnitus is
often accompanied by other psychological disorders, such as anxiety
and depression, and a generally impaired quality of life (Härter et al.,
2004; Holgers et al., 2005; Kennedy et al., 2004).the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Table 1
Demographics.
Characteristics M (SD) or n (%)
Age in years,M (SD) 52.64 (11.90)
Number females, n (%) 42 (37.5)
Number males, n (%) 70 (62.5)
Citizenship, n (%)
German 103 (91.7)
Other 9 (8.3)
Highest education level, n (%)
Secondary school 45 (40.2)
A-level 22 (19.6)
Academic degree 45 (40.2)
Employment, n (%)
Employed 74 (66.1)
Unemployed 5 (4.5)
Retired 17 (15.2)
Other 16 (14.3)
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methods for people who experience severe tinnitus is an important
task. While there is no evidence showing a cure for chronic tinnitus as
a result of medical treatments (Baguley et al., 2013a), cognitive behav-
ioral therapy (CBT) has shown moderate effect sizes for reducing the
annoyance and distress caused by the noise (Hesser et al., 2011;
Martinez-Devesa et al., 2010). However, many tinnitus sufferers do
not have access to CBT because its dissemination is often restricted to
a limited number of treatment locations. In addition,many patients hes-
itate to seek psychological treatment because they attribute the tinnitus
to somatic, rather than psychological causes, and thus perceive psycho-
therapy as inappropriate (Weise et al., 2008; Wickramasekera, 1989).
Internet-based CBT (ICBT) might be a viable treatment alternative to
face-to-face CBT for several reasons: ﬁrst, ICBT is more ﬂexible, more
easily accessible, and more time and cost effective (Andersson et al.,
2014). Second, due to its rather technical appearance, ICBT might be
perceived as less “psychological,” and be more easily accepted by pa-
tients who perceive their illness as somatic. Third, tinnitus patients
might prefer the anonymity of ICBT over conventional CBT if they
wish to avoid the perceived stigmatization that is often feared when
seeing a psychotherapist (Gega et al., 2013). Internet-based tinnitus
treatment has shown medium to large pre-post effect sizes, and the ef-
fectiveness has been comparable to group CBT (Andersson, 2015; Jasper
et al., 2014; Kaldo et al., 2008; Weise et al., 2016). However, many pa-
tients still prefer face-to-face therapy to ICBT (Mohr et al., 2010), and
several studies on ICBT with no guidance have shown considerable
dropout rates (Andersson et al., 2002; cf. Donkin and Glozier, 2012),
which indicates that there is still room for improvement.
Motivational factors, including expectations, have been shown to in-
ﬂuence the process and outcomes of psychotherapy (Greenberg et al.,
2006; Schneider and Klauer, 2001). An effective psychotherapy must
not only combat pessimistic expectations, but also avoid unrealistic ex-
pectations likely to lead to disappointment (Westra et al., 2010). It is
also recommended for psychotherapeutic treatments to focus on moti-
vational aspects in order to facilitate the integration of new strategies
into everyday life (Härter et al., 2005). Hence, knowledge of patients'
speciﬁc expectations and motivation might be helpful in the develop-
ment of strategies to encourage patients to seek out and keep up with
psychological treatments. Although there is a large body of research
onmotivational factors (Rosenbaum and Horowitz, 1983) and expecta-
tions in general (Rief et al., 2015), little is known about what motivates
tinnitus patients to enter psychological treatment in general, and ICBT
in particular. One paper that addressed this issue found the rather coun-
terintuitive result that participants with high levels of helplessness, low
expectations and a lack of motivation to actively change behaviors had
better treatment outcomes. However, this was only true for the sub-
groups that received therapist support; it was not true for the groups
that only received self-help (Kaldo et al., 2006).
The aim of the current studywas to identify underlyingmotivational
factors, such as certain expectations, that might play a role in a patient's
decision to begin and complete an Internet-based tinnitus treatment,
and to investigate whether these factors have an impact on rates of
treatment dropout or on the treatment outcome in terms of reduction
of tinnitus distress. Because little is known about this topic, and in
order to gain a comprehensive understanding of our research question,
we decided to use amixedmethods approach, which has the advantage
that it can answer amore complete range of research questions because
the researcher is not limited to use only a single method or approach
(Johnson and Onwuegbuzie, 2004). First, we conducted a qualitative
content analysis in order to identify crucial factors. Integrating qualita-
tive analyses into randomized, quantitative studies can result in a
more complete understanding of patients' opinions (Donovan et al.,
2002; Featherston and Donovan, 1998; Svartvatten et al., 2015). Subse-
quently, we carried out an exploratory quantitative analysis using
the results from the qualitative analysis in order to investigate what
motivational factors might contribute to successful treatmentcompletion. Finally, due to the yet unclear evidence in terms of
whether active coping attempts are helpful for dealing with the tin-
nitus (Andersson et al., 2004; Kaldo et al., 2006), we were interested
in the potential beneﬁt of demonstrating a motivation to assume an
active role in the treatment process. For this purpose, we used back-
ground knowledge about different coping approaches (Lazarus,
1966) to differentiate between participants with different levels of
reported active treatment involvement and investigated relations
to treatment completion and outcome.
Our analysis has the potential to contribute to an improved under-
standing of how tinnitus sufferers can be encouraged to seek psycholog-
ical treatment, and what helps them to maintain their progress over a
longer period of time. This knowledge can in turn add to the develop-
ment of well-researched, effective ICBT programs for tinnitus.2. Methods
2.1. Participants
Data for the present article were collected as part of a randomized
controlled trial carried out in Germany comparing ICBTwith or without
therapist support (Rheker et al., 2015). Participants were recruited
through advertisements, articles on websites and in magazines, and
throughwaitlists for participation in an ICBT study on tinnitus. Inclusion
criteria for the study were, among others: 1) age ≥18 years; 2) tinnitus
that has persisted for at least six months; 3) at least mild tinnitus dis-
tress; 4) Internet access; 5) sufﬁcient German language skills to under-
stand the texts; 6) no previous participation in a similar study; 7) no
current psychotherapy for tinnitus; 8) tinnitus as primary problem
(see Rheker et al., 2015 for a more detailed description).
All 112 included participants (42 female, 70 male) answered
the questions about their expectations and motivation at pre-
assessment. 98 participants completed the post-assessment, and 72
completed the follow-up. Demographics are displayed in Table 1.
On average, the participants had experienced tinnitus for 11 years,
with responses ranging from 6 months up to 50 years (SD = 11.2).
Before beginning ICBT treatment, 86 participants (76.8%) reported
having a hearing impairment, all participants perceived the tinnitus
as annoying at least sometimes, and all but one participant claimed
the tinnitus was bothersome at least sometimes (for a detailed over-
view of the ﬂow of participants and the sample characteristics see
Rheker et al., 2015).
Participants were informed about study design and treatment prior
to the start of the study, and were asked to give their written informed
consent. The ethics committee of the Department of Psychology of the
University Marburg approved the study protocol. The study was regis-
tered at www.clinicaltrials.gov (NCT01927991).
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Prior to treatment, participants answered questions about demo-
graphics and tinnitus characteristics. In addition, they completed two
questionnaires assessing tinnitus-related distress as the primary out-
come, and depression as the secondary outcome at three points in
time (pre-treatment, post-treatment and one-year-follow-up). Finally,
participants answered several open-ended questions regarding their
expectations and motivation. All questions were delivered online
through a treatment portal that could only be accessed with a personal
code and password (Vlaescu et al., 2015). After the initial assessment,
participants who met the inclusion criteria were randomly assigned to
one of two groups. Both groups received an Internet-based self-help
program, but one group received the ICBT program with the possibility
of contacting an Internet-therapist (support on demand group), and
one group received the ICBT program without support (non-support
group). The randomization was done in two blocks, and treatment for
the two groups began at two different points in time (in October 2012
and in May 2013). The ICBT program was identical for both groups,
but the amount of therapeutic support and guidance throughout the
treatment differed. In the support group participants could ask for sup-
port whenever they had questions while they worked on the self-help-
program. In the non-support group participants also had an individual
contact person; however, participants could only contact this person
in case of technical problems or severe deterioration (c.f., Rozental
et al., 2014). The treatment lasted for a period of 10 weeks, and was
comprised of 12 mandatory and 6 optional modules. It was based on
an ICBT manual for treating tinnitus (Kaldo and Andersson, 2004) that
was translated and modiﬁed for use in Germany (for details see Jasper
et al., 2014; for a detailed description of the procedure see Rheker
et al., 2015).
The post-assessment at the end of the treatment and the 12-month-
follow-up assessment included the same symptom-related question-
naires as the pre-treatment assessment. The present qualitative analysis
is based on the open-ended questions regarding expectations andmoti-
vation at pre-treatment. Post-assessment and follow-up data on the pri-
mary and secondary outcome measures were used for the quantitative
analysis.
2.3. Measures
The qualitative analysis was based on the following three questions:
1) What are your expectations for changes (if any) in your tinnitus dis-
tress during the self-help program?
2) What motivated you personally to begin the self-help treatment?
3) What could help you to maintain or increase your current motiva-
tion to carry out the training?
For the quantitative analysis, the following outcomemeasures were
used:
Mini-Tinnitus-Questionnaire (Mini-TQ; Hiller and Goebel, 2004): The
Mini-TQ contains twelve items that assess tinnitus distress; it is a short-
ened version of the established Tinnitus-Questionnaire (TQ; Goebel and
Hiller, 1992). The Mini-TQ's ability to detect improvement during treat-
ment has proven to be comparable to that of the TQ, and it has well-
established psychometric properties (Hiller and Goebel, 2004).
Tinnitus Handicap Inventory (THI; Kleinjung et al., 2007; Newman
et al., 1996): The 25-item THI possesses good psychometric properties,
and is an internationally well-accepted and widely used measure to
quantify the impact of tinnitus on everyday life (Kleinstäuber et al.,
2015). It has been used in previous treatment studies on tinnitus
(Hesser et al., 2012; Kaldo et al., 2008).
Patient Health Questionnaire (PHQ-9; Löwe et al., 2002): This mea-
surewas used to assess depressive symptoms. Each of the DSM-IV crite-
rions for depression is captured by one of the nine items. The PHQ-9 has
well-established psychometric properties, and is an internationallyused standardmeasurewhen evaluating depressive symptoms in a clin-
ical setting (Gilbody et al., 2007; Titov et al., 2011).
Dropout at post-treatment and follow-upwas employed as a dichot-
omized variable (yes/no). Participants were also asked howmanymod-
ules of the training they completed, and the reported number was used
as an outcome measure for the quantitative analysis.
2.4. Analyses
We analyzed data by using a mixedmethods approach consisting of
qualitative and quantitative analyses (Johnson and Onwuegbuzie,
2004). This approach enabled us toﬁrst identify potentially relevant fac-
tors for taking part in and keeping upwith ICBT for tinnitus, and then to
quantify the relationship between these factors and treatment out-
comes afterwards.
In order to investigate participants' responses to the open-ended
questions, qualitative content analysis (Krippendorff, 2013) was used.
The object of this method is to identify a person's perspective on a cer-
tain topic (White and Marsh, 2006), which in our case was the partici-
pants' expectations and motives regarding the tinnitus treatment. An
inductive approachwas used in order to promote further understanding
of what expectations and motives participants consider important to
start and keep up with an Internet-based self-help treatment for tinni-
tus. This approach was chosen both because there is a lack of research
on this speciﬁc topic, and as a means to avoid being anchored by
predetermined categories (cf. Bengtsson et al., 2015).
According to Krippendorff (2013) the content analysis process con-
tains the following steps: 1) data sampling; 2) unitizing data; 3) contex-
tualizing data; 4) relating the ﬁndings to the research question. In the
present study, data were analyzed line-by-line, and meaning units
were extracted using the participants' own words. Categories and sub-
categories were built by grouping thematically similar units together.
After building the categories and coding the statements along the cate-
gories, we went through the original responses again and checked
whether these were in line with the assigned categories, and also if
there were any additional categories that emerged from the data. This
iterative process was used to make sure that the answers were coded
consistently according to their original meaning. Even though some
statements could potentially be reﬂective of more than one category,
they were assigned only to the one deemed most suitable. Because the
participants had not yet been assigned to their groups when they an-
swered the open-ended questions, group allocation did not play a role
in our analysis. We present the categories and subcategories below
with relevant excerpts from the patients' responses. After every state-
ment was assigned to one of the categories by the ﬁrst author, the reli-
ability of the categories was validated by use of agreement/
disagreement ratings by the second and third authors.
In addition to the qualitative analysis, we conducted some explor-
atory quantitative analyses to get an idea of the factors that might con-
tribute to successful treatment completion. In these analyses, we
compared groups of participants that named a certain motive to each
other in terms of reported number of completed modules, dropout
(yes/no) andMini-TQ, THI and PHQ-9 scores. Comparisonswere carried
out by means of one-factorial ANOVAs and t-tests (modules complet-
ed), χ2-tests (dropout), and mixed ANOVAs with time as the within-
subjects variable (pre-, post-, follow-up assessment), and group as the
between-subjects variable (p b 0.05). In a ﬁnal analysis, we used a de-
ductive approach in order to investigate the potential beneﬁts of an ac-
tive involvement in the treatment process. For this purpose, we went
through the data and coded whether participants' answers reﬂected
an intention to personally contribute to improving their situation. This
was done without regard for their treatment target. We compared the
three categories 1) active personal treatment involvement (n = 32),
2) no personal involvement mentioned (n = 49) and 3) personal in-
volvement ambivalent/unclear (n= 31). Two independent raters (au-
thors 1 and 6) conducted the coding. The inter-rater reliability was
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discussion.
3. Results
3.1. Qualitative content analysis
While conducting the qualitative content analysis, we realized
that the answers to questions 1 and 2 differed considerably from
responses to question 3. This is not surprising because the ques-
tions addressed relevant factors at different points in time: the
ﬁrst two questions addressed expectations and motives for treat-
ment commencement; whereas, question 3 asked what partici-
pants considered helpful to maintain their motivation over the
treatment period. Therefore, it was deemed appropriate to conduct
two separate qualitative analyses, with one targeting relevant fac-
tors for starting treatment, and the other one addressing factors
that maintain treatment motivation. We decided to analyze ques-
tion 1 and 2 together because some participants found it difﬁcult
to differentiate between the two questions (i.e., they sometimes
named expectations in question 2 and motives in question 1).
Altogether, 636 statements (based on meaning units) could be ex-
tracted from the answers to the three questions (question 1: 235, average
2.1 per participant (p.p.), range 1–6; question 2: 252, 2.3 p. p., range 1–8;
question 3: 149, 1.3 p. p., range 0–4). After removing repetitions within
participants and answers that were unrelated to the questions, this num-
ber decreased to 574. 437 identiﬁed relevant factors for treatment com-
mencement (M= 3.9, SD= 1.7, range 1–11), and 137 identiﬁed factors
for maintaining motivation (M = 1.2, SD= 0.6, range 0–4). The agree-
ment/disagreement rating yielded a different categorization for 18 of
the 574 statements between coder and rater 1 (percentage agreement:
96.86%), and for 2 statements between coder and rater 2 (percentage
agreement: 99.65%), demonstrating a good reliability of the categories.
Emerging disagreements were solved by a consensus discussion.
In the following, we ﬁrst report the factors that were identiﬁed as
relevant to beginning the treatment, and thenwhat participants consid-
ered helpful in maintaining treatment motivation.
3.1.1. Factors for treatment commencement
The ﬁrst qualitative content analysis regarding treatment com-
mencement yielded four different main categories: (I) target, (II) cir-
cumstances, (III) attitude, and (IV) training. Expectations and motives
related to something participants wanted to achieve with the help of
the treatment were assigned to the category target. The category cir-
cumstances refers to previous experiences or the current situation of
the participants. Participants also described different approaches to
the treatment, which are reﬂected in the attitude category. The features
of the training that contributed to participation in this kind of treatment
are identiﬁed in the category training. Several subcategories emerged
from these four categories that will be described and illustrated by
participants' statements in the following sections (see Figure 1 for an
overview of the categories and subcategories including how frequent
they were named).
(I) Target: All but two participantsmentioned a target theywanted to
address with the help of the treatment; the (a) tinnitus itself was
identiﬁed most frequently. However, participants differed in
terms of how they wanted to address the tinnitus. Most said they
wanted to learn to deal with the tinnitus better, which lead to
the creation of the sub- subcategory (a1) coping. A much smaller
number of participants, the (a2) reduction sub-subcategory,
wanted an actual lessening of the noise: “I would be very grateful
for a lessening of the noise” (participant 82). An even smaller num-
ber of participants, the (a3) cure sub-subcategory, wanted a com-
plete elimination of their tinnitus: “I wish to discover a method
that frees me of the tinnitus” (participant 97).There were also some participants who only mentioned that they
wanted to do something about their tinnitus, but did not specify
what they wanted to do.
The coping (a1) participants mostly described speciﬁc ways they
hoped to deal with the tinnitus. Some said they wanted to be
able to regulate or control the noise by diverting their attention
away from the tinnitus and becoming less aware of it, which can
be referred to as regulation: “Maybe to ﬁnd away to ‘control’ the tin-
nitus,whichmeans forme, to regulate thoughts in order to not have to
listen to the noise permanently all of the time” (participant 8).
Others in the coping (a1) sub-subcategory described wanting to
learn to make peace with their tinnitus and live with it, or in
other words, to obtain acceptance of the tinnitus: “(…) be able to
live not without or against, but WITH the tinnitus” (participant 78).
A third group of participants in the coping (a1) sub-subcategory
was labeled less impact. This participant group made statements
about wanting the tinnitus to have less impact on their lives,
e.g., to give less power to the tinnitus, to feel less impaired by the
tinnitus, and/or to be more indifferent to the tinnitus: “I ﬁnally
want to do everything I feel like again and what is fun for me, and
to free myself from these thoughts, (that) I have to slacken off, go to
bed early, pay attention to my diet, just to make sure that I behave
correctly so that the tinnitus does not worsen” (participant 67).
In the target category, a second subcategory was created and la-
beled (b) associated problems. It contained participants' statements
regarding difﬁculties that occur concomitant with or as a conse-
quence of the tinnitus, and that they wanted to address in the
treatment, such as sleep problems or perceived low capabilities
(e.g., feeling exhausted, having trouble concentrating, or wishing
to get along in life better). Other participants in this subcategory
reported that theywanted to address emotional issues, such as de-
pression or fear that are caused by the tinnitus. Another fairly com-
mon “target” was the wish for an ease of mind, which refers to
regaining or developing relaxation, balance, calm and serenity.
Other targets in the associated problems subcategory were being
able to take part in social life and hobbies again, and reducing the
negative consequences of one's behavior for other people (e.g., to
become less irritable and be less of a burden for signiﬁcant others).Other targets mentioned by the participants can be grouped
together into a subcategory labeled having a (c) good life. This
subcategory includes statements communicating expectations
or motivation for increasing quality or joy in life: “I want to lead
a happy and satisﬁed life without feeling sick or impaired” (partici-
pant 12).(II) Circumstances: This category captures factors regarding partici-
pants' current situation, including previous experiences with
their tinnitus that led to their current situation. Two subcate-
gories emerged from the participant responses: those who re-
ported experiencing their tinnitus as a (a) burden, and those
whoconsidered this treatment as one (of very few) (b) remaining
options. The burden subcategory included statements regarding a
fairly recent (a1) deterioration that led to perceiving the tinnitus
as more burdensome: “The long years with tinnitus were tolerable
so far (…). Now, it is currently more dominant and burdensome, I
have the feeling my previous methods (…) are not effective at all
anymore” (participant 78).
The burden subcategory also included statements concerning the
overall (a2) level of suffering caused by the tinnitus: “But if it re-
mains this way with the ear noises, I hope that I won't get old. It re-
ally puts a strain on me (…). I have to do something in order to feel
better” (participant 74).
In the (b) remaining options subcategory there were also two dif-
ferent kinds of answers. Some participants cited (b1) failed treat-
ments in the past as the reasonwhy they decided to participate in
Fig. 1. Factors for treatment commencement.
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sicians (…) are not able to or do not want to help” (participant
100).
Other participants described a (b2) lack of treatment options, i.e.
that there is no medical treatment available for tinnitus, or that
they would have to pay for other treatments themselves.
In addition to these two subcategories, there were some
participants who claimed that they participated because the
treatment seemed like a suitable option for them.
(III) Attitude: This category reﬂects participants' different ways of ap-
proaching the treatment. The statements in this category were
often non-speciﬁc, i.e., they were not related to a speciﬁc target,
but rather, to an overall attitude towards the treatment. Six dif-
ferent subcategories emerged. In the ﬁrst subcategory, (a) activ-
ity, participants stated that they wanted to assume a proactive
role in changing their situation with the help of the treatment:
“I think that a long-lasting improvement can only happen at the
hands of myself” (participant 95).
Participants in the second subcategory, (b) hope, said that a
feeling of hope was their primarymotivation for participation.
In the (c) attempt subcategory, participants regarded the
treatment as simply a new approach or another shot at im-
proving their condition. Participants in the fourth subcatego-
ry, (d) chance, claimed to view the treatment as a chance forthem that maybe they otherwise would not have had. These
motives for treatment participation are fairly general, so it
can be difﬁcult to understand exactly what they mean, but
they appear to all be pointing towards wanting some kind of
improvement of their situation.Another motive participants cited for participation was their
(e) curiosity about the rather unconventional treatment method.
The ﬁnal attitude subcategory was not quite as positive. Partici-
pants in this subcategory said that they began the treatment out
of (f) despair/frustration: “(…) I have to turn the corner with the tin-
nitus, otherwise, ‘life’ is not possible anymore. (…) The self-treatment
would ﬁrstly be a straw I clutch at and I clutch at many things in hope
of not having to drown in the tinnitus terror” (participant 66).(IV) Training: A small amount of patients mentioned features of the
training thatmotivated them to take part in the study. These par-
ticipants described unique features of ICBT that raised their inter-
est in the study, or mentioned the self-help aspect of the training.
Participants who cited the unique features of ICBT expressed a
liking for the time ﬂexibility, the ability to do the training from
home, and the modern technology.
(V) Additional motives: There were several statements that did not
fall under any of these categories, but were named too seldom
to warrant the creation of new categories. These statements in-
cluded stating explicitly that they would not expect too much
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125S. Heinrich et al. / Internet Interventions 4 (2016) 120–130of the treatment (n=3) and claiming that their primary partic-
ipation motive was to make a contribution for other people
(i.e., supporting research progress or sharing treatment experi-
ences with other affected people; n= 3).
3.1.2. Facilitators for treatment maintenance
The factors participants considered relevant for maintaining treat-
ment motivation can be grouped into six categories. The most pro-
nounced factor was (I) success (n = 59). Participants in this category
said that the feeling that the training could potentially help them to
reach or get closer to their individual treatment goal would increase
their motivation. Sometimes they speciﬁed their treatment goals, but
more often they kept their answers rather unspeciﬁc, which could be
due to the fact that they had already discussed this on previous
questions.
Other participants stated that their motivation could be sustained
by learning something new about their tinnitus, or feeling like the
training was comprehensible and/or pleasurable. This category of par-
ticipants was labeled (II) training (n = 25). Another group of partici-
pants described their own (III) attitude (i.e., intrapersonal dispositions
like a high self-motivation or a lot of self-discipline; n = 16) as abso-
lutely sufﬁcient to maintain treatment motivation. In contrast to
these participants who did not see any need for external motivation,
others said it would help them if they received some kind of feedback
or support from either the study team or their social environment.
This group of participants was labeled (IV) support (n = 15). Another
category of participants believed that (V) hope (n=11) would sustain
their motivation. This category differs from the success (I) category be-
cause simply the prospect of success is sufﬁcient for them. The ﬁnal cat-
egorywas labeled (VI) evidence (n=8), and it contains the participants
who said that receiving information about the effectiveness of the
treatment or hearing about the experiences of others would keep
them motivated. This could be studies showing treatment success or
reports by other patients.
Similar to the ﬁrst analysis, making a contribution for other people
or future research was mentioned as a source of motivation, but only
twice, so it did not warrant the creation of a new category.
3.2. Quantitative analyses
Results regarding the general treatment efﬁcacy are reported in the
original paper (Rheker et al., 2015). In the present study,we investigat-
ed whether certain participant categories were associated with drop-
out, module completion and improvement on the THI, Mini-TQ and
PHQ-9. All participants who completed the follow-up assessment
(N= 72) were included. We decided to use only the complete sample
in order to be able to investigate relations between qualitative and
quantitative results.
Below, we ﬁrst report the relations between the extracted factors
and treatment progress over time, and subsequently, their correlations
with module completion and dropout. Finally, we report whether the
intention to assumean active role in the treatment process has an inﬂu-
ence on treatment outcome and completion. Our main interest was to
investigate if the factors extracted in our qualitative analysis were asso-
ciated with treatment progress over time. To perform this analysis, we
began by employingmixed ANOVAs and paying particular attention to
the time x group interactions. The analyses showed a signiﬁcant inter-
action effect for the category (Ib) associated problems. That is, partici-
pants who mentioned speciﬁc problems associated with the tinnitus
(e.g. sleep disturbances or fears) as a target (n = 25) improved more
over the course of the treatment on the THI, the Mini-TQ and the
PHQ-9 than those who did not mention speciﬁc associated symptoms
as a target (n = 47) (F [1.671, 70] = 5.70, p b 0.01 for the THI; see
Table 2). Furthermore, participants who mentioned an activity
Table 3
Treatment outcome depending on whether qualitative statements revealed an active role in the treatment process.
Within groups Between groups
PreM (SD) PostM (SD) FUM (SD) Time effecta Pre-post Pre-FU Group effect
Pre-post-FUa
Post-FU Interaction
Pre-post-FUa
Post-FU
THI
Active personal treatment
involvement
53.88 (14.15) 37.76 (18.55) 29.53 (21.08) F (1.598, 69) = 77.165⁎⁎⁎ t (16) = 4.050⁎⁎ t (16) = 5.647⁎⁎⁎ F (1.598, 69) = 0.771 F (2, 69) = 0.295 F (3.196, 69) = 1.007 F (2, 69) = 2.777°
No personal involvement
mentioned
63.29 (17.13) 38.06 (19.37) 38.18 (20.48) t (33) = 7.274⁎⁎⁎ t (33) = 7.013⁎⁎⁎
Personal involvement
ambivalent/unclear
58.95 (18.00) 37.50 (19.81) 35.52 (23.53) t (20) = 5.454⁎⁎⁎ t (20) = 5.536⁎⁎⁎
Mini-TQ
Active personal treatment
involvement
16.88 (3.39) 10.88 (4.51) 7.65 (5.49) F (1.759, 69) = 98.880⁎⁎⁎ t (16) = 4.594⁎⁎⁎ t (16) = 6.548⁎⁎⁎ F (1.759, 69) = 0.654 F (2, 69) = 0.578 F (3.517, 69) = 1.365 F (2, 69) = 3.839⁎
No personal involvement
mentioned
17.68 (3.98) 10.88 (4.77) 10.76 (5.08) t (33) = 7.472⁎⁎⁎ t (33) = 7.757⁎⁎⁎
Personal involvement
ambivalent/unclear
16.67 (4.58) 10.62 (5.93) 9.52 (6.19) t (20) = 5.984⁎⁎⁎ t (20) = 6.763⁎⁎⁎
PHQ-9
Active personal
treatment involvement
8.29 (2.64) 6.12 (3.72) 4.29 (3.37) F (1.182, 69) = 28.660⁎⁎⁎ t (16) = 2.486⁎ t (16) = 4.688⁎⁎⁎ F (1.182, 69) = 1.355 F (2, 69) = 0.936 F (3.624, 69) = 4.94 F (2, 69) = 0.900
No personal
involvement mentioned
10.44 (4.72) 7.35 (4.42) 6.44 (4.72) t (33) = 3.580⁎⁎ t (33) = 4.486⁎⁎⁎
Personal involvement
ambivalent/unclear
8.95 (5.25) 6.43 (4.833 6.05 (5.14) t (20) = 3.225⁎⁎ t (20) = 4.150⁎⁎⁎
Note. n=17 in the Active personal treatment involvement group, n=34 in the No personal involvementmentioned group. n=21 in the Personal involvement ambivalent/unclear group; FU= follow-up; THI= Tinnitus Handicap Inventory; Mini-
TQ =Mini-Tinnitus Questionnaire; PHQ-9 = Patient Health Questionnaire.
a Degrees of freedom have been corrected according to Greenhouse–Geisser.
⁎⁎⁎ p b 0.001.
⁎⁎ p b 0.01.
⁎ p b 0.05.
° p b 0.10.
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127S. Heinrich et al. / Internet Interventions 4 (2016) 120–130approach (category III a; n = 10) improved more from post-test to
follow-up on the Mini-TQ (F [1, 70] = 3.99; p = 0.05), but not on the
other outcome measures (p b 0.17). The comparison between partici-
pants aiming for a (Ia3) cure or a (Ia2) reduction in their tinnitus symp-
toms and the participants who aimed to improve their (Ia1) coping
abilities yielded no signiﬁcant differences in improvement on any
of the three outcome measures (p b 0.17). Similarly, improvements
on the THI, the Mini-TQ and the PHQ-9 scores were not affected by
how participants wanted to cope with their tinnitus (p b 0.27). No
signiﬁcant effects could be detected for the other treatment initia-
tion (good life, burden, remaining option, hope) and motivation main-
tenance categories (success, attitude, support, and hope) that were
frequent enough for a quantitative analysis.
When using the number of completed modules as an outcome vari-
able, the only signiﬁcant difference was found between participants
who named a good life (Ic) as a target for the treatment (n = 28) and
thosewho did not (n=84), with the former completingmoremodules
(M=9.28, SD=5.52) than the latter (M=7.23, SD=6.13), t [110] =
1.987, p = 0.049. With regard to dropout, a signiﬁcant difference was
only detected between participants who described burden (IIa) as amo-
tivating factor and those who did not, with the former showing fewer
dropouts (2/16 vs. 38/96; χ2 [1] = 4.381, p= 0.04).
In a ﬁnal analysis, we were interested in the relevance of demon-
strating a willingness to assume an active participation role in the treat-
ment process. We compared the three categories 1) active personal
treatment involvement (n = 32), 2) no personal involvement men-
tioned (n = 49) and 3) personal involvement ambivalent/unclear
(n=31). A one-way ANOVA using completedmodules as outcome var-
iable showed a trending difference between groups 1 and 3: the ambiv-
alent participants generally completed more modules than the active
group: F [2, 109] = 2.684, p = 0.07; Mgr1 = 6.56, Mgr2 = 7.45,
Mgr3 = 9.90). The comparison with regard to treatment outcome (see
Table 3) yieldedno overall interaction effect (p b 0.25) and no difference
between the groups from pre- to post-treatment (ngr1 = 24, ngr2 = 45,
ngr3 = 29; p b 0.16 for the interaction effect), but the active group im-
proved more from post-treatment to follow-up than the other groups
(ngr1 = 17, ngr2 = 34, ngr3 = 21) on the Mini-TQ (p = 0.03). A trend
was found in the same direction for the THI (p = 0.07), but there was
no signiﬁcant difference between the groups when comparing results
from the PHQ-9 (p=0.41). With respect to dropout, more participants
in the active group left the treatment from pre to post treatment assess-
ment (χ2 [2]= 6.541, p=0.04), but therewas no signiﬁcant difference
in follow-up participation (χ2 [2] = 2.453, p= 0.29).
4. Discussion
The current study explored which factors tinnitus patients describe
as reasons to begin an ICBT self-help program, and which factors are
considered relevant tomaintainmotivation over the course of the treat-
ment. In addition, we investigated whether any of these factors are re-
lated to dropout and treatment outcome. Given the lack of research on
this speciﬁc topic, our study provides explorative results that will be
discussed below, and that should be further examined in future re-
search. The qualitative and quantitative results will be discussed in con-
junction with each other. First, we discuss the relevant factors for
treatment commencement in the order in which they are described in
the results section and in Fig. 1 (target, circumstances, attitude, and
training). Then we discuss the facilitators of treatment motivation
maintenance. We close the discussion with outlining some important
limitations of our study.
First of all, it is quite encouraging that there were very few partici-
pants who said explicitly that they expected little or even nothing at
all from their treatment, which reﬂects a largely hopeful attitude to-
wards treatment outcomes. In the ﬁrst category of participants in the
qualitative analysis, the target category, tinnitus was frequently men-
tioned, but there were substantial differences in participantexpectations. Many participants described a desire to become better at
coping with their tinnitus. A possible reason for this result might be
that participants were informed at the very beginning that the treat-
ment addresses the tinnitus-related distress, not the tinnitus itself
(e.g., its loudness). However, there were still some participants who re-
ported that they wanted a reduction of their tinnitus, or even a cure (i.e.,
a disappearance of the noise). Although our explorative analysis did not
showpoorer treatment outcomes or a heightened dropout rate for these
participants, it is important tomention this because disappointed treat-
ment expectations might be associated with poor treatment outcome
(Westra et al., 2010). Many participants who expressed wanting to im-
prove their coping skills described speciﬁc strategies for dealingwith the
tinnitus, but a comparison of the strategies yielded no difference in
treatment outcome. However, the described quantitative results might
be biased by the fact that quite a few participants named more than
one target/strategy (e.g., wanting to improve coping, but ideally hoping
for a cure), which shows they are open to regardingmultiple treatment
outcomes as “success”. The resulting methodological issue was that the
categories were notmutually exclusive, whichwe did not account for in
our analysis. To simplify the analysis, participants were assigned to the
category they describedmainly/ﬁrst. Apart from this issue, the expecta-
tion of certain coping strategies might have had a minor inﬂuence on
which strategies participants actually used (because this is likely to be
more dependent on what is suggested by the treatment). In the litera-
ture there are suggestions that predominantly acceptance-based coping
is associated with lower tinnitus distress (Moreland, 2007), while other
coping strategies do not lead to the intended outcome (Andersson et al.,
2004). One problem with the regulation approach could be that at-
tempts to control the tinnitus might hinder acceptance of and habitua-
tion to the noise (Moreland, 2007). Further research is required to
clarify the relationship between different coping strategies and treat-
ment outcome.
Aside from the tinnitus, participants often mentioned associated
problems as treatment targets fairly similar to the ones described in
the literature (Henry et al., 2005; Tyler and Baker, 1983). Our results
provide some evidence that it is beneﬁcial to focus on these conse-
quences of the tinnitus, rather than on the tinnitus itself. This is in line
with the idea that it is not the tinnitus itself that bothers affected
persons, but the perceived consequences and related fears of what the
tinnitus might be a sign of (Dobie, 2004; Moreland, 2007). Similarly, it
is also consistent with the suggestion that it is only beneﬁcial to control
things that can be controlled (Andersson et al., 2004). In a previous
study with tinnitus patients, impaired concentration, feeling depressed,
and perceived negative attitudes of the social environment were
the most signiﬁcant variables for predicting variability in quality of
life (Erlandsson and Hallberg, 2000). Thus, it is reasonable that
targeting these things can help patients to live a good life, despite
the tinnitus.
Having a good lifewas also described as a target. According to our re-
sults, focusing on having a good life might help increase module com-
pletion, but not treatment success directly. A possible reason for this
could be that focusing on having a better life quality motivates partici-
pants towork through themodules, but is too general to have an impact
on a speciﬁc tinnitus-related treatment outcome.
In a second category, participants described the circumstances of
their current situation, including former treatment experiences. One
pronounced factor within this category was the burden elicited by the
tinnitus, either because of a recent deterioration or chronic suffering.
Self-reported tinnitus burden has shown to be strongly related to qual-
ity of life and depression (Zeman et al., 2014). Therefore, the perceived
burdenmight be a distinguishing factor between tinnitus sufferers who
seek treatment, and tinnitus sufferers who are able to cope on their
own. There was also an observed tendency for participants who men-
tioned burden as a treatment motive to be less likely to drop out, sug-
gesting that the patients who suffer the most tend to stick to the
treatment. An additional characteristic of members of the circumstances
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options. Although tinnitus patients tend to have largely somatic illness
perceptions, and thusmight have trouble accepting psychological treat-
ment (Rief et al., 2005), there were quite a few patients in our study
who were aware of the fact that no explicitly physical treatment exists.
However, many of these patients' statements on this issue suggest that
they only agreed to psychological treatment because numerous previ-
ous (medical) treatments failed. In order to help tinnitus sufferers
avoid reaching this point of desperation, it might be beneﬁcial to pro-
vide tinnitus patients with information about the mental causes of tin-
nitus and the psychological treatments available.
Participants also gave a range of attitudes towards the treatment as
reasons to begin the program. These attitudes seem to be rather unspe-
ciﬁcmotives for participation, and it is questionable if they have any rel-
evance for treatment outcome. Expressing an attitude that pertained to
feelings about an activity (i.e., when the intention to have a proactive
role in changing one's situation served as amotive for participation) ap-
pears to be beneﬁcial when comparing results on at least one outcome
measure from post-treatment to follow-up. Similarly, a comparison be-
tween participants whose statements reﬂected a willingness to take an
active role in the treatment process, and participants who did not men-
tion their own activity at all or appeared ambivalent towards the issue
of their personal involvement, yielded a greater improvement from
post-treatment to follow-up for the former group of participants. A pos-
sible explanation for this could be that during treatment all participants
receive reinforcement in the formof new treatmentmodules andweek-
ly reminders, but after the treatment when there are no more support-
ive measures, participants have to assume a more active role in
their treatment, which might be easier for participants who initially
expressed a willingness or even a desire to do so. This result is in agree-
ment with previous research showing that patients with more actively
oriented expectations achieved greater treatment improvement
(Schneider and Klauer, 2001). Additionally, other studies have shown
that active coping attempts aremore beneﬁcial in dealingwith negative
life events (Billings and Moos, 1981) and chronic pain (Jensen et al.,
1991), as well as with lower levels of perceived tinnitus handicap
(Hallberg et al., 1993). However, active coping has also shown to be as-
sociated with greater distress in tinnitus patients, which suggests that
there is a complex relationship between active coping and treatment
success (Andersson et al., 2004; Kaldo et al., 2006; Moreland, 2007).
Furthermore, participants who described an active involvement in the
treatment process were more likely to drop out between pre- and
post-treatment, which is rather counterintuitive. There are a few poten-
tial explanations for this observation. First, it is questionable whether
statements of active involvement truly reﬂect actual involvement, espe-
cially when considering the lower number of completedmodules in the
active group. Another possible explanation could be that the active par-
ticipants who dropped out abandoned the treatment because they had
already reached a sufﬁcient improvement in their tinnitus distress. A
third explanation is that participants aiming at an active treatment in-
volvement are more likely to set unrealistic expectations that they
have difﬁculty meeting. This may then lead them to believe they do
not have the capacity to contribute to the treatment as much as they
would like to, so they abandon the training altogether. However, if
they are able to complete the treatment, their active attitude might
help them to achieve longer-lasting beneﬁts. For clinical practice, it
might be useful to include interventions to support active patients in
keeping upwith the treatment, aswell as to increase ambivalent and in-
active patients'motivation to take an active stance in the treatment pro-
cess (e.g., interventions to encourage the utilization of individual
capabilities, foster self-compassion, or strengthen self-efﬁcacy). It is
also important to note that while assuming an active position can be
beneﬁcial for issues with the potential for change or improvement, it
can actually be counterproductive for permanent conditions. Future
studies might ask tinnitus patients for their initial intentions to actively
contribute to an ICBT self-help treatment and investigate towhat extentthese are related to their actual involvement (i.e., actually working
through the modules), and whether this has an impact on treatment
completion and reduction of tinnitus distress over the course of the
treatment. Also, interactions with treatment goals could be investigated
in order to ﬁnd out whether an active approach is more beneﬁcial for
certain targets than for others.
Features of the training emerged as a fourth factor for treatment
commencement. Interestingly, speciﬁc features of ICBT (e.g., having
the possibility to do the training from home at one's convenience)
were reported fairly infrequently as motives for participation. This
could indicate that the speciﬁc kind of Internet-based treatment is not
the main reason for participation; perhaps participants were just
looking for treatment of any kind. However, it is also conceivable that
ICBT features played a crucial role when the patients decided to take
part in the program, but did not come to mind when they answered
the questions. To explore the importance of training features, it could
therefore be beneﬁcial to ask participants explicitly whether certain
ICBT speciﬁc factors were relevant for their decision to participate.
When it comes to factors the participants considered important in
order to maintain treatment motivation, i.e., the facilitators, treatment
successwas named the most frequently. This indicates that participants
expected to have their motivation sustained by the feeling that they
have something to gain from the training. Therefore, when developing
treatment programs, it might be important to either provide strategies
that quickly beneﬁt participants, or to help patients generate realistic
expectations of treatment outcome to avoid dropouts due to disap-
pointment. However, given that hope was also reported as a facilitator
to maintain motivation, developing positive expectations is still impor-
tant. The overall quality of the training (e.g., comprehensibility), provid-
ing evidence (e.g., presenting study results or reports by affected
people), and offering both social and therapist support could all work
as additional facilitators to maintain treatment motivation. While
some participants did claim that their own attitude (e.g., high self-
motivation or self-discipline)would render further facilitators unneces-
sary, these participants did not show fewer dropouts or a signiﬁcantly
higher number of completed modules, which suggests that this self-
evaluation is not a suitable indicator of treatment motivation.
4.1. Limitations
The present study has several limitations that need to be considered.
First, our study was carried out in a very speciﬁc context. Even though
this was done consciously, it limits the generalizability of the ﬁndings
to other disorders and other forms of interventions. Likewise, our sam-
ple was selective; participants largely had a high education level and
were required to have sufﬁcient motivation for self-help treatment
and Internet access. Although our sample could be representative of tin-
nitus patients considering taking part in Internet-based self-help treat-
ments, and therefore be appropriate for our investigation, it is still not
representative of tinnitus patients in general. A second issue that
might have affected our results is social desirability, especially because
the participants were assessed before being included in the study. This
may have led them to conceal their true expectations and motives,
and say what they thought would make a favorable impression, e.g.,
they might have presented themselves as more proactive than they ac-
tually were. Third, the participants might have varied in their motiva-
tion to answer the questions thoroughly. Some answers were very
long and it seemed that participants had really thought them through;
whereas, other responses were just one or a few words that may have
simply been what came to the participants' minds ﬁrst. This might
have led to only themost salient, conscious, or primedmotives being in-
cluded in our analysis, while others were left unreported. Some factors
were perhaps mentioned infrequently or not at all because they were
assumed to be obvious. For the qualitative analysis, this introduces the
risk of overlooking some actually relevant categories, but this might
have affected the results of our quantitative analyses even more
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comprehensive gathering of relevant motives and expectations. Fourth,
our quantitative analyses were based only on the complete sample.
Thus, the quantitative results could be biased by the considerable num-
ber of participantswhodropped out, especially frompost-test to follow-
up, which also limits the generalizability of our ﬁndings. Fifth, the re-
sults might as well be inﬂuenced by the fact that some categories
were not mutually exclusive so participants were put in the category
they appeared to put the most emphasis on for some group compari-
sons. Sixth, it is important to note that our ﬁndings are of correlational
nature, and are based on post-hoc analyses, so nodeﬁnite causal conclu-
sions can be drawn. Finally, we only analyzed the pre-treatment data,
and it is conceivable that participants' expectations and motives
changed over the course of the treatment, whichmight have inﬂuenced
treatment outcomes. As a consequence, our results must be regarded as
preliminary, and they need to be replicated by prospective and
hypothesis-guided quantitative studies that ask participants explicitly
about the signiﬁcance of particular motives and expectations. Further-
more, due to the broad focus of our study where we looked at both
the reasons to start treatment and the reasons to continuewith it, future
studies could investigate these aspects individually, e.g., by theuse of in-
depth interviews, in order to get a more complete understanding of
each of these aspects.
5. Conclusion
The present study explored factors that are conducive to the com-
mencement and continuation of an Internet-based tinnitus treatment,
and their relationship to treatment completion and outcomes. Particu-
larly, the desire to address differentmore or less tinnitus-related targets
and the presence of a current burdensome situationwere described. Ac-
cording to our results, it might be beneﬁcial to encourage patients to
strive for speciﬁc targets other than the tinnitus, and to encourage
them to take an active role in the treatment. In order to facilitate this ac-
tive patient participation, it might be beneﬁcial to include interventions
that focus on patients' resources and self-efﬁcacy. Whether particular
training features (e.g., the treatment platform or the inclusion of thera-
pist feedback) play a crucial role in patients' motivation to participate in
and continue with ICBT needs to be examined in future research. Treat-
ment success seems to be an important factor in maintaining motiva-
tion; however, this needs to be conﬁrmed in quantitative analyses.
Future research is warranted to determine both the relevance and help-
fulness of certain factors for treatment commencement and perfor-
mance. This information could aid in the adjustment of ICBT programs
to better address participants' conditions, and to appropriately prepare
participants for the treatment. Therefore, further research on this topic
has the ability to contribute to an increased acceptability and consider-
ation of ICBT for tinnitus treatment.
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